In common with other countries in the World Health Organization South-East Asia Region, disease patterns in India have rapidly transitioned towards an increased burden of noncommunicable diseases. This epidemiological transition has been a major driver impelling a radical rethink of the structure of health care, especially with respect to the role, quality and capacity of primary health care. In addition to the Pradhan Mantri Jan Arogya Yojana insurance scheme, covering 40% of the poorest and most vulnerable individuals in the country for secondary and tertiary care, Ayushman Bharat is based on an ambitious programme of transforming India's 150 000 public peripheral health centres into health and wellness centres (HWCs) delivering universal, free comprehensive primary health care by the end of 2022. This transformation to facilities delivering high-quality, efficient, equitable and comprehensive care will involve paradigm shifts, not least in human resources to include a new cadre of mid-level health providers. The design of HWCs and the delivery of services build on the experiences and lessons learnt from the National Health Mission, India's flagship programme for strengthening health systems. Expanding the scope of these components to address the expanded service delivery package will require reorganization of work processes, including addressing the continuum of care across facility levels; moving from episodic pregnancy and delivery, newborn and immunization services to chronic care services; instituting screening and early treatment programmes; ensuring highquality clinical services; and using information and communications technology for better reporting, focusing on health promotion and addressing health literacy in communities. Although there are major challenges ahead to meet these ambitious goals, it is important to capitalize on the current high level of political commitment accorded to comprehensive primary health care.
Background
In recent years, India has made significant gains in expanding coverage for maternal, newborn and child health and selected communicable diseases, although the burden of disease from diarrhoea, lower respiratory infections and tuberculosis, as well as neonatal disorders, continues to be very high in some states. 1 Analyses from the recent India State-Level Disease Burden Initiative indicate that the burden due to noncommunicable diseases and injuries overall has overtaken that of communicable, maternal, neonatal and nutritional disorders in all states, albeit at varying rates. 1 As a result, for India as a whole in 2016, an estimated 62% of deaths were due to noncommunicable diseases. 1 The need to reconfigure national public health facilities to match this epidemiological transition was one of the drivers of India's ambitious Ayushman Bharat initiative. Understandably, much attention has been given to one pillar of Ayushman Bharat, the Pradhan Mantri Jan Arogya Yojana (PMJAY) insurance scheme, covering 40% of the poorest and most vulnerable individuals in the country for secondary and tertiary care. However, less attention has been focused on the second pillar, announced by the Government of India in February 2018, which seeks to transform the existing peripheral health centres to health and wellness centres (HWCs) delivering universal, free comprehensive primary health care (CPHC). 2 The aim of CPHC is to provide a seamless continuum of care that ensures the principles of equity, quality, universality and no financial hardship. The announcement was made in the context of the annual budget presentation, assigning financial resources to the National Health Policy 2017, 3 which commits two thirds of the budget to primary health care, and explicitly mandates a move from peripheral centres providing selective primary health care to 150 000 HWCs acting as the first point The need to expand and upgrade the primary health-care services provided was underscored by the National Sample Survey for 2014, which showed that only 11.5% of people in rural areas and 3.9% in urban areas accessed this vast network of peripheral public health facilities for health-care needs other than childbirth. 4 The existing facilities targeted for upgrading to HWCs comprise (i) sub-health centres (SHCs), which cover a population of 5000 (or 3000 in geographically difficult areas), staffed by one or two multipurpose workers, instead of auxiliary nurse midwives (ANMs), largely delivering maternal and child health services; and (ii) primary health centres (PHCs), covering a population of 30 000 (or 20 000 in difficult areas), staffed by one or two medical officers, a nurse, a pharmacist and a laboratory technician. Currently, both SHCs and PHCs provide a limited package of services for reproductive and child health and communicable diseases. PHCs are expected to serve as the first point of referral for SHCs. HWCs at both levels are expected to provide primary health care -largely ambulatory -and public health services to the populations in their jurisdiction, and serve a gatekeeping function to medical officers or specialists at secondary facilities at the community health centre or district hospital. The first HWC was inaugurated in April 2018, and completion of roll-out across India is planned for the end of 2022.
Paradigm shifts needed at many levels
Making the HWCs fit for purpose to deliver high-quality CPHC requires a paradigm shift at many levels. This article focuses on four shifts that are likely to have an impact on efficiency, equity and quality. The first, and perhaps the most significant, is innovation in human resources. Services at the HWC at the most peripheral level, namely the SHC, will be delivered through a team, led by a new cadre of non-physician health worker, a mid-level health provider, supported by one or two multipurpose workers, and ASHAs -as India's community health workers are called. Similar team-based models of community care in Brazil, 5 and early work in South Africa, 6 have shown promise. The mid-level health provider is either a nurse or an ayurvedic practitioner, trained in a 6 month Certificate Programme in Community Health and accredited for primary health care and public health competencies. India also has over 500 000 village health, sanitation and nutrition committees that will be leveraged for prevention and promotion efforts. The HWC team is expected to ensure coordinated care, including support to the community for navigating two-way referrals. The latter is important, particularly as it enables home-and community-based care for those using the PMJAY insurance programme. Provision of expanded services offered by HWCs is also intended to ease the burden on secondary and tertiary facilities.
The second shift is the dispensation of free medicines for chronic care, at the HWC, to avoid patient hardship, reduce out-of-pocket expenses and enable improvement in treatment adherence. Early results from the field demonstrate that this single measure has had positive outcomes. 7 This is particularly the case in states with robust procurement and logistics systems for medicines and supplies.
The third shift relates to financial reforms, including capitation-based payments to HWCs and performance-linked payments to the mid-level health provider and to the team of front-line workers. The salary of the mid-level health provider is blended -consisting of a fixed component and an incentive component linked to key outcomes, which are measured using monitoring data captured through an IT system.
The fourth shift uses digital technology and information and communications technology (ICT) platforms to ensure continuity of care through universal population empanelment and registration to a particular HWC, enabling, inter alia, treatment adherence and tracking of referrals, facilitating performance payments and ensuring continuity of care.
Challenges and opportunities
The design of HWCs and the delivery of services 8 builds on the experiences of India's flagship programme for strengthening health systems, the National Health Mission. 9 Most components in the design of HWCs leverage the investments in and implementation structures of the National Health Mission. Significantly, these include: (i) the ASHA and people's participation through community collectives; (ii) the use of digital technology for tracking mothers and children for expanded coverage; (iii) using outreach to enable universal coverage for antenatal, postnatal, immunization and family planning services, including mobile units to expand coverage; (iv) instituting quality standards and ensuring use of treatment protocols; (v) supplying free medicines and increasing access to free diagnostics; (vi) creating systems for emergency referral and transport; and (vii) strengthening secondary care services. Increasing the scope of these components to address the expanded service delivery package will require reorganization of work processes, including addressing the continuum of care across facility levels -moving from episodic pregnancy and Ved et al.: India's health and wellness centres and universal health coverage delivery, newborn and immunization services to chronic care services; instituting screening and early treatment programmes; ensuring high-quality clinical services; and using ICT for better reporting, focusing on health promotion and addressing health literacy in communities. The HWCs are intended to increase the focus on wellness and lifestyle modification, particularly related to chronic diseases. India has a mature community health worker programme and community structures cutting across sectors that could prove to be effective in mounting community-led health-promotion measures. Strategies for effective engagement and measurement need to be developed to enable successful implementation.
There are also multiple understandings of the composition and organization of primary health care among policy-makers and practitioners. Decades of implementing a primary healthcare package for maternal and child health has narrowed the perspectives of implementers. Competing demands for attention to the emergent need for comprehensive services, especially chronic care in areas where maternal and infant mortality are high, require re-engineering of several work processes, from community to facility levels, among programme managers and service providers. Reconciliation of these views is important, for a successful move towards realizing the commitments of the Declaration of Alma-Ata, 10 reinforced in the recent Declaration of Astana.
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As in all interventions, in a large federally structured country such as India, translation of the essential contours of a centrally funded programme into the institutional mandates and implementation processes of diverse state, district and subdistrict contexts requires consensus, joint learning efforts, sharing of lessons and drawing from successes. There is also some concern about organizational inefficiencies, a mismatch between resources and expectations, and a lack of preparedness. However, it is important to capitalize on the current high level of political commitment accorded to comprehensive primary health care, in conjunction with addressing concerns. 12 We are entering uncharted territory for several of these components but, given a well-articulated design, derived through consensus, and building on selected existing institutional and implementation platforms and structures, it is urgent for India to move forward with implementation and demonstrate the critical role of primary health care in achieving universal health coverage.
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